RESULTS: There were 74 patients in the pre-protocol (median age 71 years, median BMI 26.0) and 18 patients in the post-protocol group (median age 75 years, median BMI 27.4). The overall incidence of catheter-associated trauma during placement was 30/71 (41.1%) in the pre-protocol and 1/17 (5.9%) in the post protocol groups (p¼0.005). The total incidence of false passage in the pre and post-protocol groups was 19/73 (26.0%) and 0/17 (0%), respectively (p¼0.02). In the preprotocol group, 39/73 (53.4%) required a procedure by a urologist, while only 2/17 (11.8%) of patients in the post-protocol group required a procedure (p¼0.002).
INTRODUCTION AND OBJECTIVES: Enhanced recovery after surgery (ERAS) protocols have been shown to shorten length of stay and improve outcomes in patients undergoing radical cystectomy. In this study, we investigate the importance of compliance within our protocol on post-operative outcomes.
METHODS: Using an IRB approved, prospectively maintained database, 303 consecutive patients were identified who underwent open radical cystectomy with ERAS pathway from 7/2013 to 12/2015. Compliance was measured by a Composite Compliance Score (CCS) constructed from 18 interventions (Table 1) . Median CCS was 85%, and 157 patients with lower overall compliance (CCS< 85%) were compared to 146 with higher compliance (CCS>¼85%).
RESULTS: Patients in the more compliant group were younger, more likely to have orthotopic urinary diversion, received less blood transfusions and had shorter operative times (Table 2) . On univariate analysis, more compliant patients had shorter hospital stays, significantly less GI related and high grade (clavien III or higher) complications at 30 and 90 days (Table 3 ). Multivariable linear regression modeling showed that higher compliance was significantly associated with shorter hospital stay ( b¼ -1.11, p<0.01,). Logistic regressions also revealed that higher compliance reduced the risks of GI related complications (OR¼0.47, p<0.01), and 30-day high-grade complications (OR¼0.39, p¼0.026).
CONCLUSIONS: Patients with better compliance to our ERAS protocol have decreased length of stay by more than one day following cystectomy, reduced risk of high-grade and GI complications when compared to those with lower compliance. Our results strengthen the evidence for implementation of enhanced recovery protocols. Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 THE JOURNAL OF UROLOGY â e1127
Source INTRODUCTION AND OBJECTIVES: Surgical quality improvement literature has historically focused on strategies in cost reduction, outcome improvement, and increasing operating room (OR) efficiency. To this point, a vast majority of available literature on OR turnover has focused on institutional factors: role of the surgeon, leanthinking practices, and team perception of turnover. However, a paucity of research exists on patient-specific factors that may ultimately affect OR duration and turnover. Our objective was to determine the role of patient characteristics on urology OR turnover in both a hospital and ambulatory setting.
METHODS: Patients undergoing urology procedures at our institution have routine prospective data collection, including preoperative ASA classification, as well as various time landmarks before, during, and between procedures (time patient enters the OR, time of intubation, etc). Retrospective collection of OR start and end times from an OR scheduling software was conducted. Emergency cases were excluded. Analysis of variance with effects of hospital vs. ambulatory location and ASA class (I-IV) was performed on logarithmically transformed times (to correct skew), followed by Tukeys test for multiple comparisons.
RESULTS: A total of 1766 patients undergoing 1788 urology procedures over a 9 month period (January-September 2016) were stratified by ASA class I-IV. Both ASA class and location significantly affected time from OR start to procedure start, and time from procedure end to OR end; these times increased as ASA class increased. All OR times were significantly less in the ambulatory setting for any given ASA.
CONCLUSIONS: Though patient characteristics have long been known to effect intra-operative duration, prior literature has not properly determined the role of patient factors in OR turnover times. Our data demonstrate that turnover times were shorter in our ambulatory setting and that, as ASA class increases, OR start and end times are prolonged. Future quality improvement studies should focus on patientspecific factors that may affect OR efficiency. Surgeons may be well positioned to decrease these risks through modification of post-operative prescribing practices. In this context, we define national practice patterns and surgeon-specific differences in opioid prescriptions after outpatient vasectomy.
METHODS: Using the de-identified Clinformatics TM Data Mart Database (OptumInsight, Eden Prairie, MN) from a large, national US health insurer, we identified patients who underwent outpatient vasectomy between 1/2012 and 12/2014. Men were excluded if they received any concurrent operation or filled an opioid prescription in the 6 months prior to vasectomy. For this cohort, we determined the proportion of men filling an opioid prescription in the 7 days after surgery, and e1128 THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 
